Experience of I2 patients with atrial myxoma over a period of Io years is reviewed. Eleven patients had a left atrial tumour and one a right atrial tumour.
Atrial myxoma is the commonest primary cardiac tumour (Leach, I947) . The features of left atrial obstruction, systemic embolism, and systemic illness are now well known and the profile of the disorder was reviewed by Greenwood (I968) .
In i962, we (Goodwin et al.) reported our initial experience in the diagnosis and management of 4 patients with left atrial myxoma, 3 of whom came to successful surgical treatment.
We now review the fate of I2 patients with atrial myxoma over a period of ii years, with emphasis on the long-term results of surgical treatment.
Patients
Three patients died before operation. In the first the diagnosis was not made until necropsy, the significance of the association of severe pulmonary hypertension, signs suggesting mitral valve disease, haemolytic anaemia, and fever not having been appreciated (McGregor and Cullen, I959).
The second patient who was reported in I962
Received 30 December I971. (Goodwin et al.) was diagnosed, but died before operation. The third patient was admitted in extremis as a result of left atrial obstruction, and died after diagnostic investigation.
Of the remaining 9 patients, 8 had a left and one a right, atrial myxoma. The tumour was successfully removed in all. The patient with the right atrial myxoma (Case 6) was a girl of I7 years, diagnosed and referred for operation by Dr. Ian Gray of Coventry. The clinical and angiographic features were characteristic (Barlow, Fuller, and Denny, x962 ) and the postoperative course has been uneventful. There are now no abnormal signs, and angiography is normal.
Surgical technique
The technique of the operation has remained constant (Goodwin et al., I962) . All patients have been operated upon under cardiopulmonary bypass, the left atrium being approached through the right atrium and atrial septum. The tumour is gently delivered and the tumour pedicle and the surrounding portion of atrial septum completely excised. Aortic occlusion during manipulation of the tumour and careful inspection of the chambers of the heart, and lavage, is essential before closure. A special sucker is used, the contents of which are discarded.
Long-term follow-up of atrial myxoma 0OI9 Clubbing of the fingers has disappeared, and evidence of systemic illness has almost entirely resolved (Table 2) .
Erythrocyte sedimentation rate, serum proteins, and haemoglobin results The results are shown in Table 2 which also includes our most recent patient (Case 7) who (Fig. 3 and 4) .
Echocardiography Only one patient (Case 7) was studied by this technique which revealed characteristic echoes from the tumour before operation and normal movement of the anterior cusp of the mitral valve after removal of the mass (Fig. 5) .
Residual cardiovascular signs All the abnormal cardiac features of left atrial myxoma, such as the widely split first heart sound due to delayed mitral valve closure, and the dull, long, early diastolic sound due to the tumour entering the left ventricle, disappeared in all patients.
Diastolic murmurs due to interference with mitral valve function and obstruction to left ventricular inflow disappeared in all patients. Systolic murmurs due to interference with mitral valve closure by the tumour and mitral regurgitation disappeared in all but one patient (Case 5) in whom a soft systolic murmur remained, which was associated with raised right ventricular end-diastolic pressure and jugular venous pressure. No evidence of recurrence of the myxoma was seen on angiography and no signs of obstruction to the tricuspid valve or of a right atrial tumour were found, but right atrial angiography was not performed. The mean left atrial pressure was io mmHg and the mean pulmonary artery pressure was I7 mmHg after operation. It is probable that the murmur represents minimal mitral regurgitation due to slight residual deformity of the mitral valve caused by the tumour. The raised right ventricular enddiastolic pressure is unexplained. It is of interest that in our second patient, who died before operation, the mitral valve cusps were found to be abraded and deformed by the tumour and two chordae tendineae were severed. A systolic murmur had been heard (Goodwin et al., I962) .
Electrocardiography In all patients signs of right ventricular hypertrophy due to pulmonary hypertension disappeared. Chest radiography The vascular patterns of raised pulmonary venous pressure and interstitial pulmonary oedema, when present, reverted to normal.
Discussion
Following the first report of successful removal of left atrial myxoma (Crafoord, I955) there have been numerous reports of successful removal without recurrence (Newman, Cordell, and Prichard, I966; Firor, Aldridge, and Bigelow, I966) and this seems to be the usual expectation. However, 2 recurrences have been reported, one 4 years after (Gerbode, Kerth, and Hill, I967) and the other 6 years after removal (Bahl et Interference with the mitral valve by the myxoma, which damages the cusps and may rupture chordae, can result in permanent mitral valve abnormality, but this has not been a problem, though our second patient had two ruptured chordae, and one of our successfully operated patients has evidence suggestive of mild residual mitral regurgitation. Damage to the tricuspid valve from right atrial myxoma seems to be more common than damage to the mitral valve in left atrial myxoma, perhaps because right atrial myxomata appear to calcify more readily than left atrial myxomata, and complete destruction of the tricuspid valve, requiring valve replacement, has been reported by Proctor Harvey (i968).
The available evidence suggests that recurrence of atrial myxoma is improbable but that excision of the atrial septum around the pedicle is a wise precaution.
Regular follow-up by clinical examination, estimation of haemoglobin, erythrocyte sedimentation rate, and serum proteins is advisable. Echocardiography has already been shown to be of value in the detection of left atrial tumours (Wolfe, Popp, and Feigenbaum, I969) 
